Objective: To investigate how attenders with sexually transmitted disease (STD) differ from the general population with respect to sexual behaviour, and to identify which attenders at genitourinary medicine (GUM) 
Background
Sexually transmitted diseases (STD) remain among the most common causes of infectious disease morbidity in England and Wales' and are identified as a key area for disease reduction in the Health of the Nation white paper. 2 There has been a shift in the aetiological mix of STDs over the past 20 years, from a predominance of bacterial diseases such as gonorrhoea and syphilis, to viral diseases such as human immunodeficiency virus (HIV) infection, genital herpes, and genital warts. ' In addition, there are accumulating data on the widespread distribution of asymptomatic chlamydia infections. 4 With this shift comes the need to give added emphasis to primary prevention through health education and disease avoidance, rather than mainly rely upon secondary and tertiary prevention through treatment and partner notification. There is growing evidence that to be effective, primary prevention has to be targeted and relevant. 6 High quality surveillance data, including demographic and behavioural characteristics of patients, are required to inform targeted primary prevention initiatives.
Genitourinary medicine (GUM) clinics in Britain are relatively efficient in selectively attracting members of the population with high risk sexual lifestyles.7 Statistical returns (KC60) completed in these clinics represent the major source of information on the frequency and distribution of STDs in England. These returns of aggregate data include information on diagnosis but not on sexual behaviour and risk factors for STD acquisition, other than age, sex and, for some diagnoses, sexual orientation, and do not indicate how many patients have multiple infections, diagnosed either at one visit or over the course of several visits. This paper describes the first results from a pilot sentinel surveillance study that was developed in response to the need for epidemiological data not provided by routine surveillance mechanisms. The sentinel system is intended to augment existing surveillance data from GUM clinics, providing demographic and behavioural information on individual patient episodes, to inform control and prevention strategies. This paper addresses the questions of:
Original article St Thomas's Hospital were homosexual or bisexual (15% compared with 9%, p < 0 00 1), and more were of non-white ethnicity (41% compared with 6%, p < 0 001). 6) . Acute STDs tended to occur with greater frequency in the younger age groups, peaking in the 16-19 year olds, particularly among females. A history of three or more sexual partners in the past 12 months was more strongly associated with acute STD for males than for females at each clinic. In the regression analysis, male heterosexuals were at higher risk of having an acute STD than were male homo/bisexuals attending each clinic. Acute STDs were associated with a history of (table 3) . At both clinics, attenders aged less than 25 years were more likely to report three or more sexual partners in the past 12 months (29% in both clinics) than were older attenders (23% at St Thomas's Hospital, 19% at Sheffield). The highest proportion of attenders reporting three or more sexual partners in the past 12 months was seen among young homo/bisexual men in both clinics.
A higher proportion of homo/bisexual male attenders than heterosexual male attenders were tested for HIV infection (46% compared with 30%, OR 1-95, p < 0001). Furthermore, a higher proportion of homo/bisexual males than heterosexual males tested for HIV infection were recorded as not having an STD (acute or otherwise) at the time of testing (70% compared with 58%, OR 1.50
At Sheffield, sexual intercourse abroad with a non-regular partner during the previous 12 months was reported by 17% of homo/bisexual males, 10% of heterosexual males, and 8% of heterosexual females ( This study has demonstrated that among GUM clinic attenders age and number of sexual partners are key risk factors for the acquisition of an acute STD. The results also suggest that among male GUM clinic attenders homo/bisexual sexual preference, contact with a commercial sex worker in the past 12 months, and history of injecting drugs (at St Thomas's Hospital but not at Sheffield), are associated with a reduced risk of acquisition of an acute STD. These observations may reflect some reporting bias due to normative pressures on attenders, in the face of HIV prevention mes-sages, not to admit to such behaviours. The results might also indicate that attenders reporting these behaviours more frequently adopt sexual practices that reduce the risk of transmission of STDs, such as the regular use of condoms. An alternative explanation could be that men reporting homo/bisexual sexual preference, contact with a commercial sex worker in the past 12 months, or history of injecting drugs, and women who have had a recent sexual partner abroad are more likely to attend for routine screening for HIV or other STDs, in the absence of symptoms. Some evidence for this comes from the observation in this study that the proportion of attenders who were tested for HIV infection but did not have an STD ("acute" or otherwise) was higher among homo/bisexual males than among heterosexual males.
Past history of STD was found to be a risk factor for acquisition of an acute STD among males but not among females attending the two clinics. This association may reflect differences in behaviour between males with a past history of STD and those without such a history, or may reflect differences in the prevalence of STDs in the sexual networks within which different groups of clinic attenders interact. In either case, the results suggest that there is scope for further reduction in STD incidence through counselling of patients.
The results indicate high levels of behaviour among some homo/bisexual males likely to put them at continued risk of HIV transmission. At least 50% of the homo/bisexual males aged under 25 years attending the two clinics reported having had three or more sexual partners in the UK during the previous 12 months. The type of sexual contact between homo/bisexual males and their partners was not recorded in this study, and therefore the proportion of contacts that were limited to encounters within which only safe sex was practised is not known. The risk of acquisition of an acute STD was, however, significantly associated with higher numbers of sexual partners for homo/bisexual males, suggesting that in many cases unsafe sex was practised. The high proportion of homo/bisexual men reporting sexual contact abroad with a non-regular partner also gives cause for concern, and warrants further investigation into where these contacts are occurring and from where the sexual partners originate, and may indicate a need for health promotion intervention.
Johnson et al have recently demonstrated that the sexual behaviours of attenders at GUM clinics differed markedly from those of non-attenders.7 They also noted that at a population level clinics only see a minority of those reporting risk markers for STD transmission. This study has similarly demonstrated that, taken as a whole, attenders at GUM clinics report behaviours likely to place them at risk of exposure to an STD more frequently than the general population, and that for patients with acute STDs the rates of partner acquisition appear to be higher still. 
